Although involvement of the consumer is increasingly being advocated in health related research, it is not welcome universally. Furthermore, the underlying rationale is rarely made explicit. Policy makers, health care professionals, and researchers need to be clear about the benefits and ways of including lay perspectives and the criteria for evaluating these. Examples of lay involvement in setting research agendas, [1] [2] [3] [4] methodological debate, 5 and specific projects 4 6 7 are accumulating, but little clear evidence about the benefits and costs of different ways of incorporating lay input into health services research is available.
The origins of lay involvement
The current interest in incorporating lay perspectives into health services research reflects broad social and political trends and developments in health care that have involved some breaching of the boundaries between medical professionals and others. The assumptions that the "experts"-doctors and biomedical researchers-are the best judges of what research is needed and should be exempt from democratic accountability are questioned. In addition, theoretical and empirical work on the philosophy and sociology of science has shown that the culture and values of those involved can influence research and the knowledge derived from it. 8 The relevance of much research that has been driven by narrow professional and academic interests is increasingly being questioned. 9 10 Given this context, there is naturally an increasing interest in incorporating lay perspectives in research. This is not confined to the identification and solution of local problems and empowerment of disadvantaged community groups, which cannot be done without lay involvement. 11 12 Lay involvement is also advocated in more traditional empirical research that describes and analyses patterns of ill health, the causes and consequences of health problems, and the effectiveness of health care. We concentrate here on the last type of research, in which the potential benefits of lay involvement may be less obvious.
Why incorporate lay perspectives into research?
Including lay people in research may be seen, firstly, as politically mandated and, secondly, as a way of improving the quality of research. Although both these reasons include an element of moral imperative, each suggests a different approach and different criteria for evaluating input from lay people.
Politically mandated lay involvement
Research decisions are political as well as academic because different projects are likely to benefit different people. Prevailing notions of democracy suggest that the public, as the "owners" of publicly funded research, should have a say in what is done and how. They also suggest that research funds should be allocated by means that pay attention to the views of all those with legitimate interests. In the current climate, lay involvement may also be seen as politically expedient because it can serve to legitimise decisions.
When lay involvement is seen primarily as a political imperative, it becomes a goal in its own right. The processes of decision making become the focus of attention,
Summary points
Including lay people in health services research has been mandated politically and could improve the quality and impact of research Patients and other lay people often have insights and expertise that complement those of health care professionals and researchers Input from lay people may influence the setting of research priorities; the identification of problems; the design and execution of projects; and the interpretation, dissemination, and implementation of research findings There are many potential lay contributors and ways of identifying their views and incorporating these into decisions; the appropriateness of particular combinations will vary in different contexts Incorporation of lay perspectives into research and the methods used to achieve this must be evaluated rigorously and concern for the quality of the resulting decisions (and hence research) may become secondary.
Improving the quality of research
The argument that greater attention to lay perspectives may improve the quality of research is based on the premise that lay views often differ from those of health professionals and researchers-that they have legitimacy and can sometimes add value. Students of the sociology of science are familiar with a case in which government scientists calculated safe limits for chemical exposure to agrochemicals on the basis of laboratory tests. The scientists were oblivious to what farm workers knew about the practicalities of spraying in the wind and rain, with flaws in their protective clothing and a cocktail of other chemicals in use; their calculations were therefore inadequate. 13 Patients may also have important insights that researchers may overlook-insights into things that cause problems for patients, or the types of technology and outcomes that patients value or are concerned about. Diverse lay perspectives on the impact of health care interventions, for example, may enhance understandings in assessing health technology. 14 Examples of the contributions lay people make to research include raising funds, identifying important questions and relevant outcomes, drawing up priorities for research topics, appraising protocols, recruiting and preparing information for participants, undertaking research, and interpreting research findings. 4-7 15 16 Lay involvement in generating knowledge may increase the perceived relevance and acceptance of findings. 4 17 It may also encourage consumer groups to disseminate research. The inclusion of lay perspectives may therefore lead to research findings being more fully implemented.
Objections to lay involvement
Objections to incorporating lay perspectives in research are often raised. These include claims that lay participants are rarely typical, that lay interests can be adequately represented by others, that lay perspectives will not improve decision making in research, and that lay people may be biased or partial.
Lay people who get involved are rarely typical
If lay people are to be involved as a way of legitimising politically a decision or project, individuals who are democratically elected or are recognised as being typical or representative may be required. However, if lay input is intended to improve the relevance and quality of research, people with specific expertise, insight gained from experience, or the ability to present a range of relevant lay views will be more appropriate. Statistical or electoral representativeness is not the only criterion by which the appropriateness of lay (or other) contributors should be judged.
Lay interests can be adequately represented by others
Health professionals often assume that they understand fully their patients' points of view and concerns, and that additional efforts to identify these are unnecessary. However, studies show this may not be the case, 18 19 and many health professionals have a poor understanding of their patients' views. 20 Health professionals who are briefed explicitly to represent patients' interests may sometimes be able to do so. For example, a group who had prolonged contact with patients with end stage renal disease were able to identify the sort of information that people newly diagnosed with this condition require. 21 However, the assumption that health professionals generally can identify patients' concerns and views across a range of issues is invalid. In addition, health professionals may have conflicts of interests that limit their ability to argue from lay perspectives.
Lay perspectives will not enhance research decision making
There is also a view that lay people who do not have much formal medical knowledge and are not familiar with scientific methods or current research evidence will not be able to add anything to research decisions. In research teams, however, everyone brings different skills and expertise, and lay people may provide valuable additional insights. Although lay participants, like others, may need adequate briefing and explanation of technical language, this does not render their contribution worthless.
Lay input will be biased or partial
Another objection is that the vested interests of patients may lead them to act in partial and non-scientific ways. For example, patients who believe that a new treatment is better than an existing one may be unwilling to support randomised controlled trials that compare the two. This objection can be countered on two fronts. Firstly, some patients might be more willing to contribute if they understood better the rationale underlying some types of research-for example, uncertainty about the effectiveness of unevaluated treatments. Secondly, patients are not the only people with vested interests-clinicians too are often reluctant to support trials because of their individual beliefs in the superiority of one treatment. 22 23 Lay perspectives may provide an important counterbalance to other interests that have tended to dominate research. 24 
An outline framework
The issues and practicalities of incorporating lay perspectives may vary according to the health topic being investigated, the stages of research being considered, and the types of lay input sought. We offer a basic framework to help clarify thinking about lay input from a researcher's perspective. The framework has three focuses that reflect important questions that are interlinked in practice, but separated here for clarity. Firstly, what is the aim of lay input, and at what stage(s) of research is it needed? The value of lay input and the appropriateness of different contributors may vary considerably according to the stage of research (box). Secondly, who can best contribute lay perspectives? Thirdly, which approaches will best identify, express, and use relevant lay views? Within each dimension, we suggest relevant variables (see box). Our lists are not, however, intended to be definitive.
Some strengths and weaknesses of individuals and groups
The potential contributors have different strengths and weaknesses. For example, people with experience of a specific disease as patients are likely to be more valuable than organisations with generic health interests to project teams considering which outcomes are important for studies of treatment effectiveness.
The variability of consumer organisations warrants particular mention. Not all are run by and for the people they represent, and some, such as professional groups, may have narrow views and vested interests. For some health conditions there are several consumer groups with conflicting views. This need not invalidate lay involvement, but it does suggest that contributors should be selected carefully and that several lay contributors may be needed.
Good practice
Identifying lay views and integrating these into decisions may be quite distinct processes. Lay people may thus be given a voice without necessarily being involved in decision making. The merits and practicalities of different approaches to incorporating lay views are beyond the scope of this paper, but suggestions about good practice have been made elsewhere. 25 
26

Discussion
The incorporation of lay perspectives into health research may be politically desirable and in some circumstances may enhance the quality of the work done. Questions do need to be asked, however, about the advantages, disadvantages, and resource implications of lay involvement in different circumstances, and further debate is required about how it should be evaluated.
Groups who are planning to include lay perspectives in research should consider what they are trying to achieve. We have proposed a framework to encourage clearer thinking about the types of research decisions to which lay perspectives might contribute, the appropriateness of different lay contributors, and approaches to obtaining lay input. It is unlikely that there will prove to be one single "best" approach, but some combinations of types of lay people and ways of identifying and incorporating their views seem better than others in contributing to particular stages of research.
The willingness of lay groups and individuals to contribute on the terms set by policy makers, health professionals, or researchers needs to be considered. Although some groups explicitly seek representation on key research committees, others may see these requests for help from the establishment as a drain on their limited resources. It may be particularly important to provide potential contributors with explanations and evidence of how their efforts can benefit them or future recipients of health care and remunerate them for their input and expenses.
Lay participation may need to be facilitated, for example by technical briefing and skills training for lay people, and by training health professionals and researchers to enhance their ability to understand lay perspectives and to work effectively with lay people in different situations.
Although the primary aim of health care should be to benefit its recipients, and health services research should ultimately serve to improve health care, patients and other lay people are not the only ones with legitimate views and important insights to contribute. Many of the issues raised here also apply to those health professionals who have often been precluded from research activities, just as lay people have been.
Inevitably, attempts to reflect lay views in research will result in negative and positive experiences. Debate and practice should become better informed if people can evaluate previous attempts to incorporate lay perspectives. It is therefore important that experiences from diverse settings are documented and made available for others to learn from.
Outline framework for lay input into health research
Stages of the research process • Broad setting of priorities (including decisions of funding agencies about the populations, health conditions, interventions, and problems to which research funds will be allocated).
• Specific research projects:
Identifying problems and formulating questions Design of projects (including decisions about study design and outcome measures) Project execution (including recruitment, data collection and analysis) Interpretation of findings and development of recommendations Dissemination of findings and implementation of any recommendations (including decisions by researchers, referees, and editors that influence how and where findings are communicated). Medical education, particularly continuing medical education (CME), has been greatly influenced by studies of adult learning. The observation that it is not teaching but learning that leads doctors to change their practice has resulted in a shift in perspective: rather than education being regarded as instruction, it is regarded as facilitation of learning. This paradigm shift has been based on research into how and why doctors change their practice and into the role of learning in that process. The direction of continuing medical education in North America and elsewhere has changed in response to the new perspective that has emerged from contemporary studies of learning and change. The nature of this new perspective is evident from a comparison of the common elements of CME in the 1980s with the approach that is now being used. Traditionally a CME programme was an educational event that applied appropriate resources and methods to fulfill set instructional objectives. Such programmes were often considered to be good if the information was valuable, the lecturer skilful, and the setting comfortable. Too often, however, there was little or no actual effect on medical practice, even though all three conditions were met.
The critical difference in the 1990s is that it has increasingly been accepted that CME programmes are based-or should be-on the principle of teaching and education as a means of facilitating learning. This new approach has been adopted in response to studies on how and why doctors change their performance in clinical practice and the role of learning in that process. This article describes some of these models and sets out the key principles that have emerged for continuing medical education in the past decade.
Understanding change in clinical performance
Understanding and managing change is an essential part of professional practice. Just as doctors wish to intervene in illness to change the health status of patients, the aim of CME is to intervene in those aspects of medical practice that can be improved. CME is a systematic attempt to facilitate change in doctors' practice.
Differences observed over time in patients' health and in doctors' performance and their knowledge and skills are the types of changes that have been the focus of research on CME. Change in one of these areas may or may not lead to changes in another. For example, a change in the ability to perform a clinical procedure does not always result in that procedure being incorporated into clinical practice. Furthermore, a change in clinical performance does not automatically lead to a change in patients' outcomes.
These distinctions have challenged planners of continuing medical education to identify their objectives more clearly. What has emerged is an emphasis on doctors' performance as the target of strategies to facilitate learning and change. This focus calls for needs and outcomes that are described in terms of the performance of doctors rather than their competence or the health status of their patients.
Summary points
The purpose of continuing medical education is to facilitate change in clinical practice CME should be based on the natural processes learners use to change Three interconnected systems are used in making changes: self directed curriculums, small group interaction, and organisational learning CME must construct systems to complement and support the learning of practice based learning Education and debate This is the third in a series of seven articles looking at international trends and forces in doctors' continuing professional development
